Generalized Chronic Bronchiolectasis with Left Basal Bronchiectasis.
-PHILIP ElLLMAN, M.D.
R. F., female, aged 33. Has complained of chest trouble since she was four years old, when she had measles, whooping-cough and " bronchitis." She has had a cough, particularly during the winter months, with varying quantities of a mucopurulent (often offensive) expectoration, on and off ever since. Two years ago she had a severe attack of influenza and since then her symptoms have become progressively worse. She has lost some weight (now 6.2.11; was 7.0.0). She now complains of a paroxysmal cough with expectoration of offensive purulent sputum (3v-3vi daily), pain in the left chest, shortness of breath and fatigue.
-On examination.-The patient is pale, thin and undernourished. There is slight finger-clubbing. The pupils are equal and react to light and accommodation. Heart.-The apex-beat is in the fifth space within the nipple line. The rhythm is regular and the heart sounds are normal.
Lutngs.-The chest expansion is poor generally, but the right side moves more than the left, both on inspection and palpation. There is an impaired percussion note generally, but the left base is relatively dull. The air entry to both lungs is diminished, especially at the left base where the sounds are cavernous in type.
There are scattered rOles throughout both lunigs. Coarse crepitations and whispering pectoriloquy can be heard at the left base. At the moment she is afebrile; the average pulse-rate is 96; respirations 24. She has mild pyrexial periods. There is basal fibrosis with a small cavity (figs. 1 and 2). On careful inspection of the films (simple and lipiodol skiagrams) it will be noted that each of the smaller bronchi and even the bronchioles is well defined, circular in shape and for the most part filled with secretion giving almost the appearance of a blood-vessel in cross section. The marked honeycombing of the lungs is characteristic, especially in association with the dilatation of the basa.l bronchi, well shown in the lipiodol skiagram. The only condition with which the X-ray appearances could possibly be confused is that of congenital cystic disease of the lung-a very rare condition.
The appearances might possibly be mistaken for the infiltration of the lung parenchyma in pulmonary tuberculosis. The mottling in this case is much coarser than that of miliary tuberculosis to which it may be said to have a faint resemblance but in which, however, dilatation of the basal bronchi never occurs. Bronchoscopy (Mr. F. C. Ormerod).-The branches of the left main descending bronchus were somewhat wide and contained pus. About one ounce was aspirated through the bronchoscope. This pus was thin and very offensive. The lining mucosa was hyperasmic but there were no granulations. Mr. Ormerod is carrying out bronchoscopic aspirations at periodic intervals.
The diagnosis then, based on clinical, radiological, lipiodol, and bronchoscopic investigations, is one of generalized chronic bronchiolectasis with bronchiectasis at the left base.
(I am indebted to Dr. Stanley Melville and Mr. Ormerod for their help in connection with this case.)
Discussion.-Dr. WALTER CARR said that, if the history was correct, the changes in the lungs were probably due to a severe attack of measles, er whooping-cough, or both, in a possibly rachitic or delicate child, giving rise to a bronchopneumonia, which, as not uncommonly happened in such cases, became chronic and, by setting up fibrotic changes, led to the well-marked bronchiectasis at the left base and to much slighter changes at the right base. There might also be a little generalized fibrosis in the rest of the lungs, leading to some degree of bronchiolectasis.
Dr. H. V. MORLOCK said that he considered the bronLchiectasis at the left lower lobe to be of congenital origin, because the definite cystic appearance of the lesion as shown in the straight skiagram as well as in the lipiodol film was the type of lesion seen in congenital cases, and not seen in bronchiectasis following a definitely known inflammatory lesion.
By inducing an artificial pneumothorax and then inserting a thoracoscope, it would be possible to gain more evidence in favour of the contention that the lesion was congenital.
It was just as logical to argue that the attack of measles had been the beginning of the infection in a dry congenital bronchiectasis, as it was to maintain that it was the cause of the bronchiectasis. With regard to generalized bronchiolectasis Dr. Ellman had produced Ino evidence at all to support this diagnosis except a skiagram which could equally well be interpreted as showing a simple fibrosis.
Dr. PHILIP ELLMAN said that bronchiolectasis had been described in 1891 by W. J. Carr' and his paper was worthy of careful perusal. He certainly could not agree that such a radiographic picture, the interpretation of which was detailed above-and was the considered opinion of no less an authority than Dr. Stanley Melville-could be obtained in simple fibrosis. The condition was, however, compatible with bronchiolectasis associated with fibrosis, as Dr. Carr had pointed out. He hoped at some future meeting to show the lungs, following autopsy, which would of course give even more convincing proof of this rare condition, about which one could not be absolutely dogmatic. Dr. Stanley Melville considered that many of the dilated bronchioles were filled with secretion, giving the appearances of arteries cut across, in fact a miliary appearance not unlike that of miliary tuberculosis-which, however, can definitely be dismissed in this case. On the whole, he agreed with Dr. Morlock that, despite the onset of trouble occurring after whooping-cough at the age of 4, the bronchiectasis was most likely congenital in origin. I W. J. Carr, Practitioner, 1891, xlvi, 87.
